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Meier S, Geiduschek J, Paganoni R, Fuehrmeyer F, Reber A. The effect of chin lift, jaw thrust, and continuous positive airway pressure on the size of the glottic opening and on stridor score in anesthetized, spontaneously breathing children. Anaesthesia was maintained with sevoflurane in a mixture of oxygen and nitrous oxide with the child breathing spontaneously. Subsequently, the child was shifted to the distal end of the operating table and placed in lithotomy position. Till this time, the child was breathing spontaneously, and a good capnogram trace (EtCO 2 ) was observed. When the cystoscope was inserted, the child started making grunting noises. A propofol bolus (20 mg IV) was administered following which the child developed apnoea. Manual positive pressure ventilation (PPV) with both the circle system and Jackson Rees modification of Ayre's T-piece revealed the absence of observable chest expansion, absence of EtCO 2 and inability to fill the reservoir bag despite occluding the expiratory valve completely. We suspected a significant leak or a displaced laryngeal mask airway (LMA). Further evaluation of the breathing circuit and the LMA revealed a horizontal slit in the airway tube of the LMA [ Figure 1a ]. In view of this, we considered either replacing the LMA with another one or performing tracheal intubation. However, since the child was in an unfavourable position for airway instrumentation, we passed a well lubricated uncuffed 4.0 mm ID tracheal tube into the airway tube of the ProSeal LMA™ till its tip bypassed the portion that contributed to leak. The breathing circuit was then connected to the tracheal tube which enabled us to provide PPV through the ProSeal LMA™. One anaesthesia technician held the tracheal tube and the LMA together till the surgical evaluation was completed. Further management was uneventful.
Physical damage to reinforced tubes resulting in intraoperative leak and inability to ventilate is a well-recognised complication necessitating their replacement with either another supraglottic device or by a tracheal tube. [1] [2] [3] However, we managed our situation in a unique way because of the possibility of difficulty in handling the airway as the child was placed midway on the operating table in the lithotomy position. Prior knowledge about the usefulness of a ProSeal LMA™ for intubation and correct knowledge of the maximum size tracheal tube that might pass through a size 2 ProSeal LMA™ helped us in rapidly resolving the problem.
As per the current practice to ensure safety in cases of reinforced tubes, [1] [2] [3] [4] internal as well as external evaluation of the reinforced airway lumen of ProSeal LMA™ was done by both the anaesthesia technician and the anaesthesiologist preoperatively. However, both could not identify the damage because the horizontal slit in the lumen of the reinforced tube was difficult to notice when the device was in its anatomical position. As a result of this experience, we started gently flexing the reinforced portion of such devices in multiple directions during preoperative check. In the following 3 months, another ProSeal LMA™ [ Figure 1b ] with damage at the same location as the previous one (just beneath the bite block portion of the airway tube) was identified. When soap solution was applied at the damage site with 6 L oxygen flow passing through the ProSeal LMA™ with its laryngeal end partially occluded, bubbling of gases through the damaged portion confirmed leak. The damage could be because the concerned devices on both occasions were used >50 times.
We suggest that the lumen of reinforced tubes be bent in multiple directions preoperatively to enhance the possibility of detecting any physical damage to the device.
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